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who	 had	 a	 PA	 (2.7	 vs	 1.8	 days,	 P	 =	 0.02;	 and	 72%	 vs	 42%,	 P	 =	 0.04).	 All	 patients	 with	













of	 mesenteric	 torsion,	 as	 well	 as	 the	 degree	 of	 bowel	 distension.5,8	 Shock,	 peritonitis,	 and	
endotoxaemia,	 frequently	observed	 in	 this	subset	of	patients,	may	be	secondary	 to	significant	
volume	loss,	bacterial	translocation,	and	systemic	toxin	absorption.9	




nasogastric	 decompression,	 early	 commencement	 of	 appropriate	 antibiotic	 therapy,	 prompt	
surgery	 based	 on	 the	 intraoperative	 findings	 and	 the	 patient’s	 condition,	 and	 effective	
postoperative	care.9,10,12	
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While	the	need	for	resection	of	the	gangrenous	sigmoid	colon	is	undisputed,	controversy	exists	























incomplete	medical	 records	were	 excluded.	The	SV	diagnoses	were	 suspected	on	 clinical	 and	
radiological	findings	and	confirmed	at	laparotomy.	All	patients	had	correction	of	fluid	deficits	and	












on-table	 lavage.	The	data	were	 abstracted	using	a	standardised	data	 collection	 form	with	 the	
results	entered	into	a	Microsoft	Excel	spreadsheet.	Analysis	was	done	using	Fisher’s	exact	test	
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Results	
A	total	of	181	cases	of	SV	were	noted	during	the	study	period,	with	49	cases	suspected	to	have	






days).	Most	patients	had	 symptoms	 for	1	 to	2	days	 (26	patients;	56.5%)	and	3	 to	4	days	 (15	
patients;	 32.6%)	prior	 to	presentation,	while	 those	with	 symptoms	 for	<	1	day	 and	>	5	days	
represented	 4.3%	 and	 6.5%	 of	 the	 cases,	 respectively.	 Abdominal	 pain	 (44	 patients;	 95.6%),	
abdominal	 distension	 (44	 patients;	 95.6%),	 abdominal	 tenderness	 (42	 patients;	 91.3%)	 and	
vomiting	(29	patients;	63%)	were	the	most	common	signs	and	symptoms	recorded	(Table	1).	
At	laparotomy,	all	46	cases	were	noted	to	have	gangrenous	bowel,	with	only	3	cases	of	concurrent	
bowel	 perforation.	 Four	 patients	 underwent	 damage	 control	 surgery	 (DCS),	 in	 response	 to	
persistent	 hypotension	 despite	 adequate	 resuscitation,	 involving	 resection	 of	 the	 gangrenous	
bowel,	 proximal	 and	 distal	 bowel	 decompression,	 separate	 closure	 of	 both	 bowel	 ends	 with	
suture	or	staples,	peritoneal	lavage,	and	temporary	abdominal	closure.	The	patients	were	then	
transferred	 to	 the	 ICU,	 where	 resuscitation	 was	 continued.	 After	 a	 second-look	 laparotomy	
(undertaken	 in	24	 to	48	 hours),	 2	patients	 underwent	 a	 colostomy	 and	2	 had	a	 colo–colonic	
anastomosis	 done.	 A	 total	 of	 42	 patients	 underwent	 a	 definitive	 procedure	 during	 the	 initial	
laparotomy,	with	23	having	a	PA	and	19	undergoing	a	HP.	
Table 1: Distribution of the most common signs and 










Antibiotics	 were	 started	 preoperatively	 in	 all	 cases,	 with	 the	 main	 combinations	 being	











Table 2: Assessment of patients undergoing PA or HP  
Variable PA	(N	=	24) HP	(N	=	22) Statistical	test P-value 
Mean	age 
(years	±	standard	deviation	[SD]) 43.5	±	3.22 51.6	±	4.2 Unpaired	t-test 0.13 
Female	sex	 




(mmHg) 85.50	±	3.94 79.65	±	3.94 Unpaired	t-test 0.303 
Symptom	duration 
(days	±	SD) 1.81	±	0.23 2.72	±	0.33 Unpaired	t-test 0.025 
Peritonitis 








(days	±	SD) 1.63	±	0.60 3.35	±	0.94 Unpaired	t-test 0.12 
Duration	of	antibiotics 




15	(62.5%) 12	(57.1%) Unpaired	t-test 0.77 
Duration	of	hospitalisation 
(days	±	SD) 8.04	±	0.70 11.23	±	2.58 Unpaired	t-test 0.22 























the	 range	 of	 prior	 reports	 of	 bowel	 gangrene	 (16%	 to	 75%)	 and	 mortality	 (10%	 to	 17%)	























contamination	 that	was	seen	 in	3	patients,	was	a	strong	 indicator	 for	performing	a	HP.	Other	
factors	that	may	indicate	the	need	to	perform	a	HP	include	significant	malnutrition,	history	of	
chronic	steroid	use,	short	distal	colon	limb,	severe	discrepancy	in	the	diameter	of	the	cut	bowel	
ends,	 questionable	 bowel	 viability,	 severe	 bowel	 wall	 oedema,	 inadequate	 experience	 in	
performing	colonic	anastomosis,	and	presence	of	severe	comorbid	illness.9,10,16,17,19	








series	 wherein	 mortality	 was	 50%.	 Series	 with	 patients	 managed	 for	 gangrenous	 SV	 have	
reported	an	overall	mortality	rate	between	11%	and	38%,	mean	duration	of	symptoms	of	2.7	
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